Introduction
A curriculum is a complex entity. Stenhouse' wrote that 'a curriculum is an attempt to communicate the essential principles and features of an educational proposal in such a form that it is open to critical scrutiny and capable ofeffective translation into practice.' In thinking about the development of education for general practice, it is necessary to consider a range of practical learning activities and to discuss how they fit together to contribute to the diverse range of knowledge and skills needed by a modern general practitioner.
The educational aims for general practice training can be described broadly under five headings. The most important will always be to promote the high quality of patient care. Next it is essential to facilitate professional development and to equip the doctor with the ability to continue to learn new skills relevant to the developing requirements of general practice throughout his career. It is essential to encourage intellectual integrity and professional curiosity. Doctors need to remain alert and stimulated through many years of hard work and the challenge is to provide an educational climate that will contribute to the prevention of 'burn-out'. Finally attention must be given to encourage professional survival despite the stress of modern medical practice in a changing climate of political and economic difficulties.
Medical students have always been required to memorize vast amounts of factual information, even though much of this information goes rapidly out of date. In their early clinical training, doctors need to concentrate on acquiring practical skills in dealing with patients, in performing medical procedures, in management and in many other spheres. Experienced doctors have to go on learning throughout their careers to stay in touch with medical progress.
It is important to consider some educational premises before planning the content and methods to be included within the curriculum. Knowles2 has described some of the principles of adult learning. He suggests that adults desire and enact a tendency towards self-directedness although, at times, they may be very dependent on others. Adults' experiences are a rich resource for learning. They learn more effectively through experiential techniques ofeducation such as discussion or problem solving. Adults are sensitive to their specific learning needs generated by real life tasks or problems. Adult education programmes, he suggests, should be based around 'life application' categories and sequenced according to learners' readiness to learn. Finally he observes that adults are competencybased learners in that they wish to apply newly based skills and knowledge to their immediate circumstances. Adults are, therefore, performance centred in their orientation to learning.
How doctors learn
These general observations about adult learning must be translated into the specifically medical situation.3 Clearly doctors need to develop a strong sense of professional autonomy. In clinical work, patients depend on their professional advisers to take their problems seriously and to base medical advice and treatment on an understanding of what is available and what would be the best course of action to be followed. In their continuing education, doctors have to feel fully responsible for their duty to continue to study and for choosing what and how to serve their own learning needs. It is still an unfortunate anomaly that many medical students are taught in a passive way and that their early professional experience in hospital, both as students and junior graduates that they have to fit into the bottom of rigidly hierarchical systems. Both these experiences inhibit independent thinking.
Doctors learn best what they perceive to be useful. They need opportunities to explore their daily work and discover the gaps. They also need to know of new developments that might become 
Undergraduate education
About half the graduates from British medical schools make their careers in general practice. Yet it has been a recent phenomenon for this popular discipline to be found significant time within the undergraduate curriculum. This paper makes no attempt to analyse this initial phase of the training of future general practitioners, but merely notes that many undergraduate schools have found it extremely difficult to introduce changes to their archaic curricula.
Vocational training
After graduation and completing the mandatory preregistration jobs, doctors who choose to make a career in general practice must complete 3 years of vocational training. Curiously, two of these are spent in hospital posts and only 1 year is taken as a trainee assistant in general practice. Almost half the available training posts are in linked 3-year vocational training schemes that provide a training programme for at least half a day each week to complement the clinical work. One of the early aims of vocational training is to restore the trainees' humanity and allow them to express and then make use of their feelings. They have to know that professional remoteness is defensive and usually misplaced, and that it is often completely appropriate to feel upset when they care for ill or distressed people.
(b) Competency training
The crux oftraining is to ensure that every trainee is clinically safe. It is impossible to encompass all medical knowledge or to be skilled in every available procedure. What is required is a decent range of basic craft skills and a real understanding of personal limits. Knowing how to use colleagues and understanding their ability is one part ofthe art of practice. Most of the work of a general practice trainee is with patients who come with a bewildering assortment of problems. Some are straightforward medical matters and call on normal clinical skills. The trainer supervises the work and ensures that ears are properly examined, electrocardiograms are interpreted sensibly, emotionally distressed patients are suitably listened to and managed with empathy. Patients also come with social problems: poverty, unemployment, drug addiction and others and each demands a different range of responses, often involving other members of the primary health care team, social services or secondary health services. Competence in preventive health care, practice management, communication skills must all be assessed, and tuition and practical experience be provided when needed.
Doctors have to be competent in the basic skill of working across the range of problems that come daily to the surgery. Some expertise has permanent value, regardless of the way clinical practice The major challenge of vocational training is to prepare each trainee for a demanding career and to equip him to stay intellectually alert. He has to learn how to continue to learn throughout his professional life and how to keep his professional curiosity alive. It is not enough just to establish that a doctor is safe to practice. He must be able to continue his professional and personal growth long after he has reached economic and professional maturity. Autonomy is essential provided it brings with it a sense of self-direction.
To balance devotion to the care of patients and a work ethic that will sustain his intellectual curiosity, the trainee has to learn to develop a sense of proportion. Patients will always take a high priority, but there are other demands on his time. Sometimes everything has to stop while a real emergency -chest pain, perhaps -is dealt with. Some patients demand immediate attention because they are vocal while others have greater needs but cannot enunciate them. The doctor has to sort this out. Every doctor needs outside interests and a balance must be struck between professional and personal needs. There are no easy solutions to working under pressure while surviving the stresses and rewards of a full family life. Learning how to cope is what vocational training is truly about.
The methods used in vocational training are firmly based on the principles of promoting the autonomy of the learner. The trainee takes an active and, as nearly as possible, equal role within the training practice, seeing patients and attending all practice activities including those concerned with management. The patients who attend the surgery provide a range of clinical and social problems to fuel the education furnace. The trainee takes on as much clinical responsibility as feels comfortable. Supervision ofthe work is regular and constructive and help is available at all times. Once a week, he joins with other trainees for a regular meeting to study specific topics and to share experiences. Most courses offer regular small groups work to study cases and problems, and this can provide an opportunity to reconsider the particular experience of each trainee in the context of a critical and supportive peer group. Within the range of activities described here, there is only a small place for 'experts'. Clearly a great deal can be gained from a seminar that is resourced by a knowledgeable person, for doctors who need to learn about a particular topic. There is no place for lecturers to show slides in the dark after lunch, pouring their wisdom onto a passive and often disinterested audience. Graduates undoubtedly learn best by active participation in finding out about what they themselves have identified as a subject about which they need to know. The best place for experts is, therefore, in helping doctors discover what their needs are and in tutoring them in their own educational endeavours; helping them learn for themselves. The intention of those who plan postgraduate studies should be to provide a range of alternatives. The principles to be followed are to involve the participants in course planning and to offer opportunities both for practical experience and critical reflection.
The routine place of quality assurance in current medical practice has yet to be fully accepted, but the idea ofengaging in the regular critical review of current professional work is well appreciated and an excellent one. At present medical audit remains largely an educational exercise.'0 Most doctors still need to learn how to gather and analyse data about their present performance. Clearly general practitioners have much to gain from sharing in studies of patients with the same condition and many Medical Audit Advisory Groups now organize such events. Shared studies between primary and secondary care are becoming more established and eventually it is to be hoped that all these activities will become part of the routine management of the medical services in both primary and secondary care. At present medical audit provides a valuable focus for educational activities in general practice.
Small groups that meet regularly to share problems have been accepted for many years as being an effective way of reviewing clinical work." They are powerfully effective in enabling doctors to reconsider their established attitudes to many aspects of their work. The scope of groups to offer mutual support has been mentioned earlier. Not all established general practitioners are comfortable in such a milieu, but the generation of doctors who have experienced group work as part of vocational training will find value in joining an on-going group for specific study purposes.'2 There is an important difference between a small group meeting for mutual support and one that meets to examine current clinical problems or to study particular topics. This type ofgroup will work very much more effectively (and safely) if it is facilitated by an experienced and skilled group leader.'3 Providing such leadership can be an entirely appropriate application of educational funding.
There has recently been increased interest in practice-based learning activities. All members of the primary care team need to learn to work together. Audit is often shared between all the professionals, doctors, nurses, health visitors and others while the administrative staff provide help with data handling. Until recently the pharmaceutical representatives were the only resource available to practices needing to mount their own training, but this usually meant watching a video related in some way to the company's products. Under the stress of the recent health service reorganization, many practices have decided to examine their own learning needs and to make time available for staff to take a close look at their work and what they require to improve it. Similarly, local groups of practices who share a common interestthe same computer system perhaps -frequently now arrange to meet in each others surgeries to share their ideas.
Postgraduate study in general practice has many locations and there should be something available locally to interest everyone. The postgraduate centres will probably continue to serve as a common meeting ground for many, but the location of many centres may not be convenient for everyone. Undoubtedly the academic needs ofgeneral practitioners must be catered for in a whole variety of ways and, if this really works, the whole community will benefit from keeping general practice intellectually alive despite the trying times in which we work and live.
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